Background. Diagnostic evaluations of dementia are often performed in primary health care (PHC). Cognitive evaluation requires validated instruments. Objective. To investigate the diagnostic accuracy and clinical utility of Cognistat in a primary care population. Methods. Participants were recruited from 4 PHC centres; 52 had cognitive symptoms and 29 were presumed cognitively healthy. Participants were tested using the Mini-Mental State Examination (MMSE), the Clock Drawing Test (CDT), and Cognistat. Clinical diagnoses, based on independent neuropsychological examination and a medical consensus discussion in secondary care, were used as criteria for diagnostic accuracy analyses. Results. The sensitivity, specificity, positive predictive value, and negative predictive value were 0.85, 0.79, 0.85, and 0.79, respectively, for Cognistat; 0.59, 0.91, 0.90, and 0.61 for MMSE; 0.26, 0.88, 0.75, and 0.46 for CDT; 0.70, 0.79, 0.82, and 0.65 for MMSE and CDT combined. The area under the receiver operating characteristic curve was 0.82 for Cognistat, 0.75 for MMSE, 0.57 for CDT, and 0.74 for MMSE and CDT combined. Conclusions. The diagnostic accuracy and clinical utility of Cognistat was better than the other tests alone or combined. Cognistat is well adapted for cognitive evaluations in PHC and can help the general practitioner to decide which patients should be referred to secondary care.
Introduction
Assessments of potential cognitive impairment and diagnostic evaluations of dementia are often initiated and carried out in primary care. However, earlier studies have demonstrated that cognitive impairment remains undetected in many patients [1, 2] . It is important to identify cognitive impairment in primary care as soon as possible so that any reversible causes of cognitive decline can be identified. A correct dementia diagnosis is important so that good social support and medical care can be provided for patients and their relatives. Cognitive complaints by patients or questions about memory problems are less reliable sources of information than objective tests for detecting early cognitive impairment; therefore, sensitive cognitive screening tools are needed in primary care settings [3] . By combining a memory test with tests of executive function, orientation, attention, and judgement, care providers can better discriminate between healthy elderly and people with mild cognitive impairment (MCI) [4] . The most commonly used cognitive instrument for dementia evaluations is the Mini-Mental State Examination (MMSE) [5, 6] , although it has many well-known limitations. The test results are influenced by age, education, socioeconomic background, and premorbid intelligence [7] [8] [9] . Swedish National Guidelines recommend using the MMSE together with the Clock Drawing Test (CDT) in the basic evaluation of dementia [10] .
Other than the MMSE and CDT, few studies have investigated the efficacy of tests that can evaluate dementia in a primary care setting. In some primary care clinical settings in Sweden, occupational therapists (OT) use Cognistat (formerly known as the Neurobehavioral Cognitive Status Examination), a multidomain cognitive test to evaluate cognitive impairment. However, few studies have evaluated the validity and clinical utility of Cognistat for diagnosing dementia. Cognistat assesses several cognitive domains separately but does not sum global cognitive function [11, 12] . The test has been validated in a secondary care (SC) population by retrospectively comparing test results with final clinical diagnoses [13] . However, there are no data on the accuracy of the test for diagnosing dementia in a primary care setting in Sweden. This study investigated the diagnostic accuracy and clinical utility of Cognistat for identifying individuals with cognitive impairment in a primary care population. In addition, this study investigated the diagnostic accuracy of Cognistat compared with MMSE and CDT.
Materials and Methods

Design and Study Sample.
The study has a cross-sectional design. Data were collected over 19 months, between 2007 and 2009, from 4 primary health care (PHC) centres in Linköping, a city in southeast Sweden. The community has around 150 000 inhabitants and the 4 PHC centres serve a population of 49 800 people; 11 200 of these residents were 65 years or older. The 4 PHC centres are socioeconomically characteristic of primary care in Linköping. There is a slightly older demographic profile in the population served by the 4 PHC centres; 22% of the population was over the age of 65 years compared with 16% in the overall primary care population in Linköping. The participants were systematically recruited from the 4 PHC centres during the selection period. All participants were asked to take part in the study during an appointment with a general practitioner (GP) and those who agreed provided written informed consent. The inclusion criteria were as follows: older than 65 years, any complaint or suspicion of cognitive symptoms expressed either by the patient, an informant, or primary care staff. In all, 52 people met these criteria. During the same period, patients visiting the GP for medical reasons other than possible cognitive symptoms were asked to participate in a clinical comparison group. Those participants extended the study group to assure its clinical relevance. Inclusion criteria for the comparison group were as follows: age older than 65 years and no complaint or suspicion of cognitive symptoms expressed either by the patient, an informant, or a GP. Twenty-nine people met the criteria and were willing to participate. These 29 participants were asked to complete a short questionnaire regarding self-estimated memory function and diseases/trauma related to the brain or head (Appendix). Exclusion criteria for all participants were a medical record of recent stroke, brain tumour, brain-related infection, head trauma, ongoing verified psychiatric illness, a previous dementia investigation, or a known dementia diagnosis. A study population of 81 patients were selected to provide an unsorted mixed primary care population with some suspicion of cognitive decline.
Instruments.
Cognistat includes 10 subtests: orientation, attention, language (comprehension, repetition, and naming), constructional ability, memory, calculation, and reasoning (similarities and judgement) [3] . The language section also contains a subtest of qualitative aspects of word fluency, but this section is not scored. Each subtest, with the exception of memory and orientation, has a screening test. If the patient fails the screening item, a metric section is administered. A higher score indicates a higher level of function in each domain. Each subtest has a different scoring system (orientation 0-12; attention 0-8; comprehension 0-6; repetition 0-12; naming 0-8; constructional ability 0-6; memory 0-12; calculations 0-4; similarities 0-8; and judgement 0-6). The result is presented graphically and contains information about the level of impairment (normal/average, mild, moderate, and severe impairment). The test results are not presented as a global sum. Passing the screening test is considered normal/average. Cognistat has age-corrected norms and takes about 20 minutes to administer. In this study, Cognistat was administered in accordance with standardized instructions provided in the Swedish manual [11] . The cutoff point for impairment used in each subtest of Cognistat is included in Table 4 in the results section. These cutoff points include adjusted norms for construction, memory, and reasoning for people >65 years old. When analysing against diagnoses, a cutoff required one or more subtests to be in the impaired range for the participant to be considered cognitively impaired. Analyses were also made using a cutoff of two or more subtests within the impaired range as comparison.
The MMSE, which takes about 10 minutes to administer, assesses orientation, attention, memory, language, and visual construction [5] . The maximum score for the MMSE is 30 points. A cutoff of ≤26 points is used for cognitive impairment in the analyses. Analyses were also made using a cutoff of ≤23 points for comparison. These cutoffs have been used and recommended in previous studies [14, 15] .
The CDT, which takes about 5 minutes to administer, is a cognitive instrument that measures visuospatial and executive functions [16] . Different versions and scoring methods exist. In this study, the CDT was administered by asking the participants to perform the following task on a blank sheet of paper: "Draw the face of a clock, put the numbers in the right place, and set the time to 10 past 11. " A five-point scoring scale was used whereby a perfectly drawn clock scored 5 points [16] . A minor visuospatial error scored 4 points. If an inaccurate representation of "10 past 11" is drawn but the visuospatial organization is well done, the score is 3 points. If the visuospatial disorganization of numbers is moderate, the score is 2 points. If the visuospatial disorganization is severe, the score is 1 point. If there is no reasonable representation of a clock, the score is 0. A cutoff of 4 or less is used for cognitive impairment in the analyses.
Procedures.
The diagnostic evaluation process is presented in Figure 1 . After the first visit with the GP, all 81 participants underwent the same cognitive testing procedure. The first appointment was with an OT at the patient's PHC centre where the cognitive tests were administered together with A Quick Test of Cognitive Speed (AQT) [17] . The AQT is analysed and presented elsewhere [18] . All the OTs who performed the tests had good experience and knowledge of the tests and used them routinely in their clinical practice. The results of these tests were not given to the psychologist or the geriatrician in their diagnostic work. Two to four weeks after seeing an OT, a psychologist and a geriatrician at a specialist geriatric unit (SC) evaluated all the participants.
The tests used by the psychologist included the Alzheimer Disease Assessment Scale-Cognitive Subscale (ADAS-Cog) [19] , Babcock Story Recall test (immediate and delayed recall) [20] , the Letter Fluency test of the Delis-Kaplan Executive Function System (D-KEFS) [21] , the Vocabulary Test of the Wechsler Adult Intelligence Scale-III (WAIS-III) [22] , and the Trail Making Test A and B [23] . The tests used by the psychologist were chosen to cover a wide range of important cognitive domains such as general intellectual ability, attention, verbal and performance ability, episodic and semantic memory, and executive functions. These tests were part of the diagnostic workup.
Diagnosis of Cognitive Impairment.
Diagnoses were made by consensus using the psychologists' and the geriatricians' examinations independent of the results from the cognitive test under study (i.e., they were blinded to these results). Diagnoses were based on the patient's case report, the patient's physical examination (including a neurologic examination), blood tests, neuroimaging, and the psychologist's assessment. The blood tests were done to exclude somatic causes for cognitive dysfunction. Etiologic diagnoses for dementia were initially set according to The ICD-10 International Classification (ICD-10) [24] . These etiologic diagnoses were validated and confirmed according to research criteria for probable Alzheimer disease [25] , probable vascular dementia [26] , Lewy body dementia [27] , and Parkinson disease with dementia [28] . Patients with mixed dementia met the research criteria for probable Alzheimer disease but also had signs of ischemia on the computed tomography scan. These signs could not be directly linked to the cognitive symptoms. MCI was diagnosed according to criteria presented at a key symposium [29] , which means that the patient was neither normal nor demented (according to Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), or ICD-10 criteria) and there was evidence of cognitive decline (self-and/or informant reported and objectively measured cognitive decline over time). In addition, activities of daily living were preserved or complex instrumental functions were minimally impaired. The DSM-IV criteria were used to determine dementia. These criteria require the presence of both memory impairment and impairment in at least one additional cognitive domain and the presence of a cognitive impairment that interferes with social function or activities of daily living [30] . Cognitive impairment refers to any objective impairment of cognitive function according to the psychological evaluation.
Data Analysis.
Quantitative analysis of the data was performed using SPSS for Windows 19.0 (SPSS, Inc., Chicago, IL). The chi-square and Fisher exact tests were used to compare differences in gender, native language, medical history, and medical drugs between the groups. Age, education, duration of symptoms, and test scores for MMSE, CDT, and Cognistat, and the neuropsychologist test battery were compared using the -test. values <0.05 were considered statistically significant throughout the analysis. Sensitivity, specificity, positive predictive value (PPV), and negative predictive value (NPV), and the area under the receiver operating characteristic (ROC) curve (AUC) with 95% confidence intervals were calculated using the final diagnoses as the standard. Clinical Utility Index (CUI+) ((sensitivity × PPV) − 1) according to Mitchell [31] and the Youden index ( ) ((sensitivity + specificity) − 1) were calculated [32] . Analysis of the MMSE and the CDT combined was also done (the results of the two tests were analysed as one test and if participants scored under the cutoff in at least one of the tests, they were considered positive). The AUC was also analysed for each subtest of Cognistat.
Results
Final Diagnoses and Test
Results. Among the group who visited primary care for reasons other than cognitive symptoms ( = 29), two participants had a medical history and obvious clinical signs that indicated undiagnosed cognitive decline when evaluated by the OT at the PHC and verified at the SC evaluation. These 2 participants were considered dropouts from the cognitively healthy group and their results were not analysed as part of the study. Of the 52 participants who visited a primary care facility primarily for suspected cognitive impairment, 6 were diagnosed as cognitively healthy. Thus, after the consensus discussion and SC diagnosis, 46 participants exhibited cognitive impairment and 33 participants did not (Figure 1 ). Of the 46 participants with a final diagnosis of cognitive impairment based on the criteria used in this study, 16 had MCI (35%), 12 had Alzheimer disease (26%), 5 had vascular dementia (11%), 6 had mixed dementia (13%), 2 had unspecified dementia (4%), 1 had Levy body dementia (2%), 1 had dementia from Parkinson disease (2%), and 3 had a comorbidity with depressive disorders (7%). Descriptive data and the test results for the study group after the final diagnoses are presented in Tables 1 and 2 . The test results were significantly lower in the group with cognitive impairment ( Table 2 ). The most prominent scores for the Cognistat subtests were found for memory and construction.
Diagnostic Accuracy of the Tests.
The sensitivity, specificity, PPV, NPV, AUC, CUI+, and the Youden Index are presented in Table 3 . The Cognistat had relatively good diagnostic accuracy with the best sensitivity of the three tests using a cutoff of at least one impaired subtest. However, the specificity and PPV for Cognistat were slightly lower than for the MMSE (cutoff ≤ 26), although they seem acceptable. When using the cutoff of at least two subtests within the range of impairment, Cognistat's specificity and PPV increased to 0.97 and 0.96, respectively, but the sensitivity decreased to 0.52. When comparing Cognistat with MMSE and CDT combined, Cognistat shows better results than combined tests (Table 3) . With a Clinical Utility Index (CUI+) of 0.72, Cognistat was classified as good according to Mitchell [31] , whereas the MMSE was satisfactory or moderate. This classification remains the same when the CDT is added. The CUI+ of the CDT was poor (0.20). ROC curves presenting the tests with highest cutoff are presented in Figure 2 . The sensitivity, specificity, and the AUC for each subtest of Cognistat are shown in are the most prominent findings with an AUC of 0.84 and 0.73, respectively. The AUCs for other subtests of Cognistat were less than 0.70.
Discussion
This study found that Cognistat has relatively good sensitivity and PPV for detecting cognitive impairment and an acceptable specificity and NPV in a primary care population. The high sensitivity in combination with acceptable specificity and the high PPV indicates that the test is useful in primary care. The negative aspect of a test with high sensitivity and low specificity is the risk of overdiagnosis. On the other hand, tests with low sensitivity and high specificity increase the risk of underdiagnosis, with the added risk that patients and relatives do not receive adequate social support and medical treatment. This study investigated a population with a high proportion of patients with cognitive impairment; therefore the predictive values should be interpreted with this in mind.
To evaluate the test in the whole primary care population, it would have been necessary to include all patients over the age of 65 years at the time of inclusion, a condition that was not feasible. On the other hand, we do not recommend screening all patients over the age of 65 years for cognitive impairment; this study investigated the clinical utility of Cognistat in primary care patients in whom some sort of cognitive decline was suspected.
The results indicate that Cognistat is more sensitive than the MMSE and yet still specific. Earlier research [13, 33, 34] supports our finding that the sensitivity of Cognistat was higher than that of the MMSE, but the relatively high specificity is more prominent in this study group than in earlier research, a difference that suggests that Cognistat would be useful in primary care settings. In comparison with MMSE and CDT combined, Cognistat is more sensitive with the same specificity and a slightly higher PPV. However, it is notable that the different subtests each have low sensitivity and the two subtests of memory and construction were the only subtests with an AUC >0.70. These two domains seem to be the most sensitive. The MMSE and CDT combined were the second best. Our results show that the MMSE and the CDT are not the ideal tests for detection of cognitive impairment. The study confirms earlier research suggesting that the MMSE is better at ruling out dementia than detecting it [5] . The CDT used alone seems to be a very insensitive instrument for detecting cognitive impairment. The MMSE and CDT are recommended in the national guidelines but our results indicate that there is a need for better cognitive instruments and that it is important to continue evaluating the tests in use today. One improvement is the ongoing work on a standardized Swedish version of the MMSE (MMSE-SR).
Cognistat is appealing as a cognitive instrument for primary care because it includes several cognitive subtests but is still easily administered. The multidomain perspective adds valuable information in a clinically applicable way with the possibility of presenting the results graphically and providing information about the level of impairment. DSM-IV requires memory and another cognitive domain to be impaired for a diagnosis of dementia and a test that includes more cognitive domains than memory might help the GP to determine a diagnosis. The screening and metric procedure in Cognistat is appealing and some qualitative data are provided during the test that are not presented in these figures. However, the test might be improved and even more sensitive with the addition of a short subtest of executive function.
The brief time it takes to perform the tests is important, especially in a clinical primary care setting. The Cognistat takes more time to administer than the MMSE, in some cases twice as long, but compared with other multidomain instruments, 20 minutes is acceptable. The economic cost must also be considered. The Cognistat has to be purchased unlike the MMSE and the CDT, which are free of charge. The extra time it takes to perform Cognistat has to be considered as a limited cost, if the test can lead to an early correct diagnosis and treatment and the benefit of lower social cost. In Sweden, the use of a multiprofessional team is recommended in the investigation and care of people with dementia [10] . It is not possible for the GP to administer more than a short test at the first appointment but other team members such as an OT or a nurse can administer other tests during another appointment and then discuss the results with the GP. It is notable that the GPs in the study had good clinical knowledge about their patients at the first primary care appointment. They erred on two of the healthy participants International Journal of Family Medicine and, after the final diagnosis, 6 of the individuals with suspected cognitive decline. This strengthens the importance of doctor-patient continuity, a good medical history, and basic questions about cognitive function in primary care for early detection of cognitive decline. This area of clinical evaluation in the primary care setting needs to be further examined with regard to cognitive medical problems. The populations served by the 4 PHC centres included in this study had a slightly older demographic profile than the overall population, which might have contributed to the knowledge and interest in dementia evaluations among the GPs working there. Some limitations need to be discussed. In this study, we used the cutoffs suggested in the Cognistat manual. As a consequence, participants with a high premorbid function could produce false-negative results due to a ceiling effect. A further limitation is the relatively small sample size. A larger study would be of interest to confirm the result. However, a power calculation indicated that a sample size of about 30 patients per group was sufficient. Our study does not analyse different subgroups of cognitive impairment. Van Gorp et al. [15] indicated that Cognistat did not help to differentiate between Alzheimer disease and vascular dementia. This remains to be investigated further with a larger sample. Another limitation is that the cognitively impaired group had a higher mean age and lower education level than the group with no cognitive impairment. These differences were not very large, but they are statistically significant. Although these characteristics may influence the test results, we used the geriatrician's and psychologist's evaluations as the standard. According to this evaluation, the participants with no impairment were cognitively healthy and were all evaluated in light of their premorbid function. By asking people who were visiting primary care facilities for reasons other than cognitive complaints to take part in the cognitively healthy group, we were trying to represent clinical reality; however, two participants were not cognitively healthy. This might have been avoided if an objective test was used to identify the cognitively healthy before inclusion or if a different approach was used to recruit the healthy comparison group. The group with cognitive impairment had a higher proportion of participants on salicylic acid, lipid-lowering drugs, and antihypertensive drugs. These are common vascular preventive medicines and therefore it is not surprising that their use was slightly higher in the group with cognitive impairment. However, the medical history did not differ significantly between the two groups.
The study results indicate that Cognistat, instead of or as a complement to the MMSE and the CDT, can be used in primary care as an initial instrument to evaluate cognitive impairment. A disadvantage of Cognistat might be that it does not include tests that measure processing speed or more demanding frontal or executive functions (some subtests, however, do incorporate measures of minor executive functions). Earlier studies have shown that this is an early symptom of dementia [35] . It may be profitable for future research to compare Cognistat with newer tests (e.g., the Cognitive Assessment Battery (CAB) [36] and the Montreal Cognitive Assessment (MoCA) [37] to detect MCI and early-stage dementia. These tests include more demanding or sensitive tests for executive functions and processing speed. This remains to be investigated further.
In Sweden, Cognistat is mostly administered by OTs. In addition to evaluating cognitive function, the OT can estimate the consequences of impairment in daily living and plan for further interventions that aim to restore or improve the functioning and activities of patients with cognitive impairment. The results of the test always need to be interpreted in the patient's daily life situation. None of the cognitive tests used in this study can be used alone to diagnose cognitive impairment; that is, the neuropsychology tests always need to be combined with other parts of the clinical evaluation, such as a medical history, diagnostic radiology, and a physical examination. In clinical use, a GP should consider the test results of each individual and interpret these within the overall status of the patient.
Conclusion
Cognistat shows fairly good diagnostic accuracy and clinical utility for detecting cognitive impairment in this primary care population. Memory and construction were the most prominent findings among the subtests included in Cognistat. Cognistat should be used for basic primary care evaluations to detect cognitive impairment overall, but it could also complement dementia evaluations in primary care facilities when the MMSE and CDT results are questionable. In addition, Cognistat can help a GP to determine which patients need to be referred to SC for further evaluation.
